Purpose of review This review aims to evaluate current research findings relevant to weight stigmatization, to acknowledge the deleterious impact it has on the health of the paediatric population and to provide insight to optimize future guidelines for the treatment of individuals with overweight and obesity.
INTRODUCTION
Obesity, a chronic disease with multiple biopsychosocial factors, has become an unrelenting epidemic over the past four decades. Weight stigmatization is experienced by persons across sociodemographic and physical characteristics. Stigmatized experiences can be weight-based teasing, bullying or victimization, which produce adverse health outcomes. These health outcomes associated with overweight and obesity are significant to consider when treating the paediatric population.
PREVALENCE OF OBESITY AND IMPORTANCE OF WEIGHT STIGMA
The National Health and Nutrition Examination Survey (NHANES) is utilized to determine U.S. obesity prevalence. Obesity in youth aged 2-19 years is classified as having a BMI at least the 95 th percentile of BMI-levels specific for sex and age [1 && ]. In paediatric populations, obesity prevalence was found to plateau between 2005 and 2013. However, the 2016 NHANES survey had paediatric rates reach an alltime high of 18.5% [1 && ]. This prevalence of obesity of 18.5% is significantly high compared to other chronic conditions.
Weight-based stigmatization is defined as negative beliefs and experiences projected upon an individual that include teasing and discrimination based on that individual's weight [2 && ]. Weight stigma can produce polarizing inequities observed in the personal and professional relationships of individuals, as they can be associated with negative character attributions. Weight stigma can also manifest as social avoidance, stereotyping and victimization, and is observed as early as toddlerhood, increasing the urgency to screen for it in paediatric populations [2 ] as weight bias internalization (WBI), is influenced by individuals' weight status, weight loss attempts and irregular diet. Although research in WBI is relatively novel, studies have shown that WBI secondary to weight stigma is observed across a range of BMI and SES levels. Of the three representative samples surveyed by Puhl et al. ], 44% of participants manifested WBI, which most severely affected white women with lower income. It is important to acknowledge who is at risk for high WBI to provide effective clinical support and prevent further stress in younger patients.
WEIGHT-BASED STIGMATIZATION IN THE GENERAL POPULATION
Puhl et al. [2 && ] confirmed that weight stigma is common in the US. White women who are of lowincome appear to be most vulnerable [2 && ]. One study evaluated the extent of weight stigma via multinational comparisons; this assessment found that weight bias was consistent across the USA, Canada, Australia and Iceland, countries that share commonalities in overweight and obesity rates and sociocultural ideals of thinness [3] . This study also found higher levels of antifat attitudes in participants who believe that behaviour, not entities such as genetics and SES, was the sole reason for obesity [3] .
WEIGHT-BASED STIGMATIZATION IN YOUTH
It is crucial to address and reduce weight-based stigmatization, as this may lead to increased obesity and associated comorbidities. 
KEY POINTS
Weight-based stigmatization consists of implicit or explicit teasing, bullying or victimization that greatly contributes to the growing obesity epidemic.
Peers, family, educators and media are immensely influential in transmitting weight stigma to children, perpetuating an adverse cycle of weight stigma and obesity.
Weight stigma, and its internalization, has been shown to produce harmful physiological, behavioural and psychological outcomes in impacted individuals.
Explicit and implicit weight bias is observed among physicians, nursing staff and medical trainees, which diminish the quality of care received by patients with overweight and obesity.
and physical education teachers were reported, due to a lack of concrete inclusivity training [15] . Not only does weight stigma hinder students from participating in physical activity, but it also impacts their social development and psychological well being [15] . Indeed, children with overweight or obesity are more likely to experience additional prejudice and negative attributions from teachers, which further compound the likelihood for adverse health outcomes. ] found WBI as a risk factor for cardiometabolic syndrome, which can lead to diabetes, heart disease and stroke. In addition, weight stigma and high BMI decrease probability of individuals to seek healthcare. Experienced and internalized weight stigma can lead to a shameful body image and low self-esteem, which lead to healthcare stress and avoidance [33 && ]. Further avoidance of healthcare may accumulate and contribute to the aforementioned adverse health outcomes.
WEIGHT BIAS IN THE MEDIA

MEDICAL TRAINEES AND WEIGHT BIAS
Medical education has been shown to contribute to weight bias among students and is well positioned to mitigate bias through intervention. In a survey of over 4000 medical students, nearly three-fourth of students displayed implicit bias and roughly twothird exhibited explicit bias [34] . The characterization of both high explicit and implicit bias is unlike that seen with racism, wherein implicit bias is much more prevalent than explicit bias, suggesting that educational interventions to reduce weight stigma must uniquely tackle both forms of bias. Medical students with lower BMI, male sex and medical specialties as opposed to primary care were more likely to display bias [34] .
Explicit weight bias, in particular, has been shown to increase on average during medical school, despite reductions in implicit bias over the same time [35] . The increase in bias in medical students is secondary to minimal positive associations with patients who have obesity and increased by exposure to instances of discrimination and/or negative remarks by faculty towards these patients. These data, in particular, suggest that medical schools have agency in reducing weight bias among their students by facilitating positive interactions with patients and by teaching medical educators about weight stigma prevalence, and how to actively combat stereotypes when instructing [35,36 & ]. Such an obesity curriculum was implemented amongst a group of paediatric residents, who subsequently showed significant improvement in weight bias scores [36 & ].
Other healthcare professional trainees such as student nurses have also been shown to display negative attitudes towards patients with obesity [37 && ]. A recent study focused on the possible role of 'bariatric empathy suits' to make the daily experience of living with obesity moretangibletonurses, and subsequently improve attitude. The students undergoing the simulation
HEALTHCARE PROFESSIONALS AND WEIGHT BIAS
Obesity medicine specialists, the primary healthcare providers for patients with obesity, were assessed between 2001 and 2013 to determine whether they demonstrated implicit and explicit weight bias. Over the 12-year period, obesity medicine specialists had an increase in explicit despite reductions in implicit bias [38] . Weight bias among healthcare professionals can influence how providers view their patients, which in turn affects behaviour and judgement when they provide treatment [39] . Such changes can reduce quality of care patients with obesity receive, which may then influence whether patients seek appropriate care and/or limit proper adherence to prescribed treatment regimens. Thus, weight bias can diminish care quality irrespective of the provider's intent. This is evident from the first touchpoints patients have with providers. Women deemed overweight in initial screening by a healthcare professional were more likely to be distressed about weight and body shape, suggesting a lack of support for patients to facilitate progress [40] .
Furthermore, providers who explicitly stereotype patients with obesity as 'lazy' and 'weak' are more likely to ascribe lack of treatment progress to poor adherence [39] . Such providers may be less likely to set aside time to talk about the factors contributing to the patients' obesity and poor health. In a study of primary care physicians (PCPs), those interacting with patients with obesity spent less time with the patient than those interacting with individuals with normal weight, and more often felt that the session was wasted time. In addition, providers who harbour negative attitudes towards obesity are more likely to misattribute the extent of a patient's health problems to their obesity rather than explore diagnostics and treatment options for improving the patient's primary and secondary conditions. Specifically, in regard to treatment of diabetes, weight bias among healthcare providers such as PCPs and endocrinologists has led to confusion of treatments for diabetes and obesity, thereby leading to insufficient diabetes care ]. Despite these findings, word preferences were variable depending on BMI, sex and degree to which the patient has internalized their weight. These findings suggest that appropriate terminology usage when discussing weight with adolescents is an important first step when delivering effective care.
IMPROVING STRATEGIES FOR PREVENTING WEIGHT BIAS
A recent systematic review of weight bias interventions shows a lack of methodologically sound, longterm interventional strategies, suggesting that more robust trials with properly randomized designs are needed to understand which combination of interventional strategies should be adopted to meaningfully reduce weight bias [44 & ]. There are several promising strategies to explore to reduce weight bias. Firstly, providers should empower patients with obesity in the clinical setting, so they feel less threatened by the prospect of weight bias by creating a physical space and hospital culture that promotes respectful language, diversity and zerotolerance for weight discrimination [39] . Secondly, educational interventions for providers that acknowledge the detrimental effects of weight stigma in healthcare should be implemented throughout a healthcare professional's career [39] . Third, communication should be patient-centred and condition-focused rather than directly related to weight loss in order to improve motivation and treatment adherence [39] .
Furthermore, educational interventions that emphasize the complexity of obesity and highlight its genetic and environmental contributors would help reduce explicit bias, steer providers away from placing excessive blame on the patient for their weight and promote increased use of interdisciplinary teams [45] . Implicit bias can be tackled by making healthcare professionals aware of the ways in which unconscious attitudes can hinder effective care. This may then influence providers to undergo further interventions, such as exposure to counter-stereotypical cases, empathy exercises and stress reduction tactics during patient interactions [41 && ]. The evidence for the effect of communitybased obesity interventions on mental health is lacking. It is extremely likely that weight bias has inhibited proper tailoring of treatment modalities for adolescents. Evaluation for effective treatment for adolescents, combined with innovative use of nonphysician healthcare professionals, especially at the community-level, may help deliver more unbiased care to adolescents [45] . Interventions in the community aimed to reduce adolescent obesity must more frequently include measures of mental health to better understand how psychological consequences of obesity are influencing weight-reduction outcomes, and to understand whether community interventions are harming adolescent mental health [46] .
Lastly, we support the use of people-first language in clinical and literature settings when discussing patients with obesity. People-first language aims to avoid reducing patient identity to their obesity, and subsequently aims to mitigate weight bias by acknowledging the individual prior to their condition (i.e. describing a 'person with obesity' rather than 'obese') [47] . Such language is the standard for many disease areas, but proper usage for obesity is lacking. Thus, emphasis for the use of people-first language should be incorporated into any intervention aiming to reduce weight bias.
CONCLUSION
As one of numerous factors that impact obesity, weight stigma is observed across a wide spectrum from subtle judgement to overt bullying and has been shown to produce adverse biopsychosocial outcomes. With youth obesity rates at its highest, it is of paramount importance to reduce weight stigma and provide nonbiased empathetic care to paediatric patients. A multitude of promising community-based patient-centred prevention methods are available, yet further innovations are necessary to understand which combination of interventional strategies will meaningfully reduce weight stigma and subsequently obesity. For now, addressing and reducing weight stigma in clinical settings is an important step to improving the healthcare experience of persons with overweight or obesity. This article highlights the importance of nonbiased language, as negative emotional consequences in adolescents are associated with certain weight-based terminology used by parents. This article may be helpful for clinical providers to consider when discussing weight-based health to patients with overweight and obesity. 12. Hunger JM, Tomiyama AJ. Weight labeling and obesity: a longitudinal study of girls aged 10 to 19 years. JAMA Pediatr 2014; 168:579-580. 13.
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